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Most pseudoaneurysms that result from pancre-
atitis arise in peripancreatic arteries. This case report
describes a pseudoaneurysm of the infrarenal aorta
that developed as the result of gallstone pancreatitis.
Extra-anatomic bypass grafting was considered
appropriate because of the possibility of infection of
the pseudoaneurysm and the potential for ongoing
inflammation and autodigestion.
CASE REPORT
A 40-year-old woman with gallstone pancreatitis was
seen in early January 1998 at the referring hospital. Her
condition responded initially to conservative therapy, and
she was discharged without undergoing cholecycstectomy.
She returned a few weeks later with right upper quadrant
abdominal pain, nausea, and vomiting. On January 20,
1998, an abdominal computed tomography (CT) scan
demonstrated multiple fluid collections in the retroperi-
toneum adjacent to the pancreas and aorta (Fig 1). On
February 9, 1998, ultrasound and CT scans showed reso-
lution of the pseudocysts but also showed a new, large
multiloculated infrarenal aortic pseudoaneurysm (Fig 2).
On February 10, 1998, she was transferred to this hospi-
tal for further evaluation and treatment.
On arrival, she was afebrile, and her condition was
hemodynamically stable. Her abdomen was diffusely ten-
der without guarding, masses, or organomegaly. Her pulse
examination, which included the carotid, radial, femoral,
popliteal, and dorsalis pedis pulses, was normal bilaterally.
Laboratory results included an alkaline phosphatase level
of 303 U/L, a gamma-glutamyl transferase level of 337
U/L, and an amylase level of 98 U/L. Coagulation stud-
ies were normal. Her leukocyte count was significantly
elevated at 39,000.
An aortogram was obtained to evaluate the pseudo-
aneurysm. The study demonstrated a large pseudoaneurysm
at the L4 level, in the left lateral wall of the distal abdominal
aorta. It extended posteriorly and inferiorly, compressing the
lumen of the aorta and the lumen of the left common iliac
artery. Femoral runoff was normal (Fig 3). The pseudo-
aneurysm was believed to have developed as the result of
pancreatitis, and the aorta was presumed to be infected.
Thus extra-anatomic bypass grafting and resection of the dis-
tal abdominal aorta were performed. 
The axillary and femoral arteries were of very small
caliber. The left axillofemoral-femorofemoral artery bypass
graft was constructed with the use of externally supported
6-mm polytetrafluoroethylene. The femoral anastomoses
were placed end-to-side to the bifurcations of the com-
mon femoral arteries. The wounds were closed and cov-
ered with sterile, occlusive dressings.
An existing midline scar was used to gain access to the
peritoneal cavity. Dense adhesions were encountered from
prior laparotomies. The bowel was friable, and a small
enterotomy was repaired without gross contamination.
Because of the severe adhesions, an extensive exploration
was not performed. The aorta was approached through a
right medial visceral rotation, including an extensive
Kocher maneuver and mobilization of the right colon and
small intestine. The duodenum and pancreas were without
lesions, and there was no active pancreatitis. There was
severe, periaortic inflammation, but there were no
pseudocysts in the retroperitoneum. Heparin was admin-
istered, and the infrarenal aorta was clamped before the
distal aorta was dissected at the level of the false aneurysm
and iliac arteries. After the iliac arteries were clamped, the
aorta was opened and several large lumbar arteries were
oversewn. There was a smooth, oval-shaped hole in the
left lateral aspect of the distal aorta, which measured 4 cm
in length and 1 cm in width, and involved 180 degrees of
the circumference of the aorta. Organized thrombus
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formed the wall of the false aneurysm. This thrombus and
some of the surrounding inflammatory tissue were sent for
Gram stain and culture. No aortic tissue was sent for
histopathologic examination. The infrarenal aorta and
common iliac arteries were oversewn in two layers. The
pseudoaneurysm was debrided. Because there were no
associated fluid collections, a drain was not used.
Retrograde pulses were palpable in both common iliac
arteries. With the aortic resection complete, cholecystec-
tomy was performed. Histologic examination showed
chronic cholecystitis with multiple small gallstones. The
patient tolerated the procedure well, with an easily palpa-
ble dorsalis pedis pulse on the left after the operation. No
distal pulses were palpable on the right, but the feet were
symmetrically warm.
A few hours after the operation, the patient was noted
to have a mottled right lower extremity. Occlusion of the
femorofemoral graft was likely the result of a thrombus
Fig 1. Computed tomographic scan shows multiple retroperitoneal fluid collections adjacent to the
pancreas.
Fig 2. Computed tomographic scan reveals a large, multiloculated infrarenal aortic pseudoa-
neurysm.
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that developed during the operation, while there was com-
petitive aortoiliac flow, and progressed as the effects of the
heparin wore off. The patient was given a bolus of heparin
and taken urgently to the operating room for thrombec-
tomy of the left femoral to right femoral artery bypass
graft. No technical defects were found, and normal perfu-
sion of the right lower extremity was restored.
The patient required large amounts of fluid in the
operating room and in the immediate postoperative peri-
od. Over the next 2 days anasarca developed, and ventila-
tion became increasingly difficult. The abdomen was
opened at the bedside, and ventilation improved signifi-
cantly. The edema resolved quickly, allowing primary
abdominal closure on February 16, 1998. She remained
afebrile, and both blood and pseudoaneurysm cultures
were negative. After 4 weeks, she was transferred back to
the referring hospital and was subsequently discharged in
good condition.
The patient returned to the referring hospital in June
1998 with anorexia, weight loss, and dehydration. The
axillofemoral-femorofemoral grafts were occluded. The
operating surgeon believed the thrombus to be the result
of a gradient across the 6-mm axillofemoral graft and
hypercoagulability as a result of dehydration. The
axillofemoral graft was replaced with an 8-mm externally
supported polytetrafluoroethylene graft, and a thrombec-
tomy was performed on the femorofemoral graft. The
patient was discharged on warfarin (Coumadin) therapy
with a patent graft.
At 17 months after the original operation, the patient
is alive and gaining weight. A recurrent pancreatic pseudo-
cyst is being followed. The left axillofemoral graft is
patent, but the femorofemoral graft is occluded. The right
femoral arteries reconstitute by way of well-developed
pelvic collaterals, and the patient tolerates mild right lower
extremity claudication. The patient remains on Coumadin
therapy.
DISCUSSION
Formation of arterial pseudoaneurysms is not an
uncommon complication of pancreatitis, occurring
in 7% to 31% of all cases.1 The proposed mechanism
of vascular injury involves the release of proteolytic
pancreatic enzymes, particularly trypsin and elastase,
into the perivascular space with subsequent enzy-
matic digestion of the arterial wall.2-4 This autodi-
gestion may then weaken the vessel wall sufficiently
to allow aneurysmal changes to occur.5 Acute hem-
orrhage from peripancreatic pseudoaneurysms is the
most rapidly fatal complication of chronic pancreati-
tis, with mortality rates ranging from 12% to 50%
despite aggressive surgical management.6-8
Any vessel in continuity with a collection of pan-
creatic fluid may be affected, but an extensive review
of the literature suggests aortic involvement occurs
rarely if at all. Peripancreatic arteries are most fre-
quently involved, including the splenic artery (the
most common site) and the left gastric, hepatic, gas-
Fig 3. Aortogram shows a large aortic pseudoaneurysm at L4. Femoral runoff is normal.
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troduodenal, and pancreaticoduodenal arteries.9-11
The largest retrospective study of arterial complica-
tions of pancreatitis to date confirms these findings
and reports the rare but documented involvement of
more distal arteries (eg, superior mesenteric, jejunal,
ileocecal). However, none of the 104 cases reviewed
involved the aorta.12
Extrapancreatic fluid collections have also been
shown to dissect the wall of the abdominal aorta
during acute pancreatitis, but none of the cases
reported has been associated with aneurysm forma-
tion.13 A thorough search of the literature fails to
explain the reason that the aorta seems less suscepti-
ble to autodigestion by pancreatic enzymes than
other peripancreatic vessels. 
Repair of pseudoaneurysms that arise in peripan-
creatic arteries is commonly achieved by trans-
catheter embolization, which, given the location and
extent of the aneurysm in this patient, was not an
option.14 In this case, extra-anatomic bypass grafting
was considered appropriate because of the possibili-
ty of infection at the pseudocyst/pseudoaneurysm
and the potential for ongoing inflammation and
autodigestion of an in situ graft.15 Although in situ
repair was not undertaken, the patient is a relatively
young woman who may well tolerate an in situ revi-
sion in the future, once the abdominal inflammato-
ry process has resolved.
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